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Regional Partnership — Key Information
Regional Partnership Name: Community Health Partnership of Baltimore

Regional Partnership Hospitals: Revenue Percentages (%)
1. The Johns Hopkins Hospital: 52%

Johns Hopkins Bayview Medical Center: 18%

LifeBridge Sinai Hospital: 12%

Mercy Medical Center: 8%

MedStar Franklin Square Hospital: 7%

MedStar Harbor Hospital: 3%

AN

Number of Interventions (henceforth called “Programs”) in FY2018: Approved Budget
Distribution
1. Management Services Organization / Johns Hopkins HealthCare LLC: 14.39%
2. Community Care Team (Community Health Workers, Care Managers, Health Behavior
Specialists) / Sisters Together and Reaching, Inc.: 48.89%
Home-Based Primary Care / JHOME: 9.42%
Behavioral Health Bridge Team / Johns Hopkins Medicine: 8.15%
Homeless Convalescent Care / Healthcare for the Homeless: 6.16%
Neighborhood Navigators / The Men and Families Center: 10.96%
Patient Engagement Program — Provider Training / Johns Hopkins Medicine: 2.02%

Nownhkw

Total FY2018 Budget: HSCRC Approved Budget
o Fiscal Year 2017 Award: $6,674,286 | Fiscal Year 2018 Award: $6,006,859

Total FTEs in FY2018
o Employed: 71.4 FTE employees (refer to Program sections for primary employer)

Key Community Partners in FY2018
Sisters Together and Reaching, Inc. (Community-Based Organizations (CBO))
The Men & Families Center (CBO)
Health Care for the Homeless (CBO, Federally Qualified Health Center)
Matrix Ventures LLC (Management Services Organization (MSO) Consultant)
Johns Hopkins Medicine
a. Johns Hopkins HealthCare LLC (MSO)
Department of Geriatrics (JHOME/Home-Based Primary Care)
Department of Psychiatry (Bridge Team, Community Care Team: Behavioral Health)
Johns Hopkins Community Physicians (Quality Transformation)
Department of Cardiology (Medical direction for Community Care Team)
Department of Physical Medicine and Rehabilitation (Patient Engagement Program)

M S

moeaoc o

Point of Contact

Linda Dunbar, PhD, RN, Vice President Population Health | Community Health Partnership of Baltimore
Johns Hopkins HealthCare LLC | Office of Population Health

ldunbarl @jhmi.edu | CHPBaltimore.org
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Overall Summary

Background

Baltimore is a City with complex health challenges with great disparities in healthcare outcomes. These
disparities are evidence of the high need for collaborations between health systems and communities to
address physical, behavioral, and social needs. The Community Health Partnership of Baltimore is
uniquely positioned to improve this region’s health. This regional partnership works with six of
Baltimore’s hospitals and three of Baltimore’s CBOs. The Community Health Partnership of Baltimore is
comprised of six programs to improve this population’s health. In Fiscal Year 2018, the CHPB served
over 5,000 people.

The Community Health Partnership of Baltimore is pleased to report the progress of Fiscal Year 2018,
including program summaries, strategic initiatives, and performance (including quality and utilization).

Overall Summary of Regional Partnership Activities in Fiscal Year 2018

The Community Health Partnership of Baltimore (CHPB) focuses on complex Medicare Fee-For-Service
(FFS) patients across 19 zip codes in Baltimore City. The CHPB’s goal is to coordinate care for patients
with complex medical, behavioral, and/or social challenges to improve their health outcomes. The CHPB
addresses current gaps in the delivery of healthcare services that lead to poor health outcomes and high
healthcare service utilization. The patients enrolled in CHPB’s programs have demonstrated high
utilization of hospital services in Baltimore City amongst CHPB Hospital Partners (i.e., The Johns
Hopkins Hospital, Johns Hopkins Bayview Medical Center, LifeBridge Sinai Hospital, Mercy Medical
Center, MedStar Franklin Square, MedStar Harbor Hospital). Of the six programs, five programs target
CHPB patients. The sixth program provides patient engagement training for CHPB staff and hospital
partner healthcare providers.

The CHPB’s governance is comprised of influential population health leaders in Baltimore City.
Governance includes a CHPB Steering Committee, Operating Committee, Finance Committee, and
Analytics Committee. The CHPB Steering Committee’s main objectives are to: provide oversight to the
MSO leadership team; promote and support effective operations by enhancing communication and
collaboration across hospitals; share best practices; identify and address opportunities for program
improvement; identify potentially duplicative efforts and leverage economies across the Hospital
Partners; and report performance to the HSCRC. The Steering Committee convened quarterly in Fiscal
Year 2018. The CHPB Operating Committee’s main objectives are to: assist with clinical program design,
scope, staffing, resources, and workflows; design contingency and sustainability plans for clinical
initiatives; and develop justifications for recommendations to the Steering Committee. This committee
analyzes process performance and reporting for each program as well as recommends workflow
improvements to healthcare services, patient identification, and reporting. The Operating Committee
convened monthly in Fiscal Year 2018. The Finance Committee’s main objectives are to: monitor the
overall financial health of the CHPB, ensure the financial viability of the CHPB, and make
recommendations to the Steering Committee related to all financial matters (including annual budget).
The Finance Committee convened bimonthly in Fiscal Year 2018. The Analytics Committee’s main
objectives are to: track key performance and outcome metrics, monitor continuous quality improvement
initiatives, and review ongoing data collection and reporting processes across the CHPB. The Analytics
Committee convened every other month in Fiscal Year 2018. For the organizational chart of CHPB
Governance, please refer to Appendix A — Organizational Chart of CHPB Governance.
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In Fiscal Year 2018, the CHPB has been strategically focused on patient enrollment, process
measurement, and further infrastructure development. The CHPB has designed Executive Report Card
tools for CHPB’s governance to evaluate performance on infrastructure, marketing, patient enrollment,
budget management, and utilization targets. The Report Cards show that CHPB staffed and launched all
programs, developed and soft-launched a marketing campaign, and improved patient enrollment during
Fiscal Year 2018. The CRISP pre/post panel reports for the programs, show a general trend of decreased
hospital utilization, both in cost and overall health spend for patients who have been enrolled in CHPB
programs'. For Report Cards, refer to Appendix B — Report Cards.

The CHPB addresses care coordination needs through CHPB’s partnerships with the Management
Services Organization (MSO), community partners, and Hospital Partners. Behavioral health services are
integrated across the programs. These include treatment for substance use disorder, addiction, mental
illness, and dementia. Workforce development efforts have continued through recruitment, retention, and
training of community-based healthcare workers, including professionals such as Community Health
Workers, Nurse/Social Worker Care Managers, and Health Behavior Specialists. Curriculum for
healthcare providers has been adapted to the needs of community-based care; more specifically, the
Patient Engagement Program trains CHPB employees and Hospital Partner care teams using a provider-
focused, behavior change curriculum. This curriculum teaches skills to enhance a patient’s confidence in
their ability to manage their own health. Additionally, a six-month, intensive marketing strategy was
finalized in July 2018, in response to the needs identified across CHPB Hospital Partners and program
stakeholders. Additionally, a six-month, intensive marketing strategy was finalized in July 2018, in
response to the needs identified across CHPB Hospital Partners and program stakeholders. The CHPB
website can be accessed here: CHPBaltimore.org. For the Marketing Plan, please refer to
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Appendix C — Marketing Plan.

The CHPB hosted three major events in Fiscal Year 2018. In January 2018, the CHPB Inaugural Event
convened all employees from the programs, Hospital Partner leadership, MSO, and community partners
to share patient narratives from each program. In May 2018, the CHPB hosted a retreat to develop a care
coordination strategy for Fiscal Year 2019; it convened key CHPB staff across all HPs and Interventions
to focus on care coordination and operations. This retreat resulted in strategies to improve case load
management, to enhance identification methods for high risk patients, and to leverage workforce
development activities. In July 2018, the CHPB hosted a retreat to develop a data and reporting strategy
for Fiscal Year 2019; it convened key CHPB staff skilled in analytics and reporting across all HPs and
Interventions. For the Fiscal Year 2019 Strategic Framework (i.e., improved care coordination, patient
enrollment, patient identification, and reporting), please refer to
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Appendix D — Fiscal Year 2019 Strategic Framework.

" CRISP Pre-Post Reports: Community Care Team, Bridge Team, Homeless Convalescent Care, Home
Based Primary Care

Management Services Organization

Name of Program
Management Services Organization (MSO)

Brief Description

The Management Services Organization (MSO) is operated by Johns Hopkins HealthCare LLC (JHHC).
The Leadership Team of the MSO exists within JHHC’s Office of Population Health. It consists of a
dedicated Director, Senior Program Administrator, and Project Manager. Additional personnel within
JHHC also contribute substantial amounts of time to the success of the CHPB in Fiscal Year 2018; these
people included a Senior Financial Analyst, a Human Resources Specialist, and an Administrative
Assistant. Johns Hopkins HealthCare LLC’s Office of Population Health also employs a team of data and
analytics specialists for the CHPB. The MSO also partners with a Continuous Quality Improvement team,
employed by Johns Hopkins Community Physicians, and includes a Registered Nurse and a Performance
Improvement Data Analyst. The MSO designs performance metrics and monitors processes of different
programs. The MSO, through employment of a Clinical Nurse Screener, is the primary source of referrals
and identification of Medicare beneficiaries for programs. Further, the MSO facilitates provider
engagement and reports on outcomes to the Hospital Partners through an established governance process.

Partners

JHHC Office of Population Health
. Leadership

. Administrators

. Finance

. Human Resources

. Data & Analytics

Johns Hopkins Community Physicians
. Continuous Quality Improvement

Matrix Ventures LLC (CBO Consultant)
# FTEs 2018
9.8 FTE
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Successes

The MSO hired a full time Director, Senior Program Administrator, and Project Manager.

Lessons Learned

There are many individuals within JHHC’s Office of Population Health who contribute their time towards
CHPB’s success. While all personnel listed in the above “Brief Description” are paid through CHPB
funding, there are many individuals within JHHC’s Office of Population Health who are not reflected in
CHPB’s budget but perform integral work directly relating to the CHPB. Any CHPB-related work
completed by these individuals is therefore being funded through ‘in-kind’ support from JHHC’s Office
of Population Health.

The CHPB Steering Committee acknowledged that the MSO was providing in-kind services and therefore
approved the Fiscal Year 2019 budget which reflects actual services being rendered. Included in the
approval was compensation for CHPB work completed by the Director and Senior Administrator for
JHHC’s Office of Population Health Innovation & Transformation. These personnel provide CHPB
metric expertise (on measuring “value’’), manage CRISP reporting tools, and monitor overall trends
within the CHPB catchment area.

Next Steps

The MSO’s service contribution to the CHPB will continue to be monitored for appropriate funding. The
CHPB Leadership will continue to ensure that services being delivered by MSO personnel are
commensurate with the percentage of effort and funding.
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CHPB’s Six Programs

Community Care Team (CCT)

Name of Program
Community Care Team (CCT)

Hospital Partners Participating
All

Brief Description

The CCTs expand upon existing services of primary care providers to meet the needs of and coordinate
care for a high-risk, Medicare population. The CCT deploys 10 teams regionally. Each team consists of a
minimum of one Nurse/Social Worker Care Manager, two Community Health Workers, and one Health
Behavior Specialist. The teams assess social, medical, and behavioral health needs of patients. The teams
meet a patient’s needs by connecting the patient to social resources, primary care, and other medical and
behavioral health resources.

Partners
The CCT’s partners include:
1. Sisters Together and Reaching, Inc. (CBO);
2. JHHC (MSO and Care Managers); and
3. Johns Hopkins Medicine (Health Behavior Specialists, Medical Director)

# FTEs in 2018
Total number: 42.45 FTE
1. Sisters Together and Reaching, Inc. (CBO): 25.9 FTE
2. JHHC (Care Managers, Care Manager Program Manager): 11.0 FTE
3. Johns Hopkins Medicine (Health Behavior Specialists, Sr. Program Manager, Medical Director,
Clinical Nurse Specialist): 5.55 FTE

# Patients Served

HSCRC Notes: Estimation using the Population category that best applies to the Intervention, from the
CY 2017 RP Analytic Files. HSCRC acknowledges that the High Utilizer/Rising Risk or Payer
designations may over-state the population, or may not entirely represent this intervention’s targeted
population. Feel free to also include your partnership’s denominator.

Patients Served as of June 30, 2018 604 (Total patients receiving services and enrolled through
CRISP High Utilizer lists and direct provider referrals during
Fiscal Year 2018)

Denominator of Eligible Patients: 19 74,445
zip codes (CY2017 RP Analytic File) | Source: The total population is 74,445
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Jan-Junel8)

893 is the number of patients meeting 3/+ Inpatient/
observational stays, 19 zips, Medicare FFS criteria (File dates:

1866 individuals
Source: CHPB CCT Dashboard July 5, 2018

Denominator: Identified as eligible
and assigned to a team for outreach

Program — Specific Outcome or Process Measure

HSCRC Note: These are measures that may not have generic definitions across Partnerships or

Interventions and that your Partnership maintains and uses to analyze performance.

Process Measures* Number
Total number of patients assigned to CCT for outreach 1866
Total number of patients receiving services and enrolled from CCT 604

Total number of patients currently enrolled into CCT 343

Total number of patients directly referred 197
Number of cases closed because all patient goals were met 52
Number of cases closed because patient was transferred to other care management 43
Number of patients refusing CCT services after patient identified for services 460
Number of patients who are deceased after patient identified for services 398
Number of patients not meeting program criteria after patient identified for services 208
Number of patients unable to locate after patient identified for services 310
Number of jobs created 4245 FTE
Average age for enrolled patient 65.25 years
Average number of chronic conditions for enrolled patients (from CRISP High Utilizer 54

data)

Number of CCT outreach letters sent 1736
Average number of successful CHW contacts per patient per month 3.2

*All numbers in this table represent the total during Fiscal Year 2018 only, not the total since the

beginning of the CHPB as represented in the CCT dashboards that are generated monthly.
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Pre/Post Analysis for Program

Given the current challenges of uploading pre/post panels for a program that crosses multiple Hospital
Partners, only a portion of the current CCT panel is represented in the CCT pre/post panel report. The
total number of patients in the CCT panel contributing to this report are 184 patients; 161 patients have
data available for analysis at 1 month, 132 have data available for analysis at 3 months, and 93 have data
available at 6 months. In the three month pre/post report for the CCT, hospital visits decreased by 14%
between three months pre-enrollment in the CCT and three months post-enrollment. The CRISP panel
upload allows only a single hospital Medical Record Number (MRN) to be uploaded for each Panel.
Patients with a Johns Hopkins MRN were the most prevalent patients enrolled into the CCT. Therefore,
only patients with a Johns Hopkins MRN were represented in the pre/post panel for the CCT. The Johns
Hopkins MRN panel was last updated on July 21, 2018. This represented all patients enrolled in the CCT
for at least 30 days in Fiscal Year 2018 who had an established Johns Hopkins MRN. For pre- and post-
enrollment reports (screenshots of summary and panel analysis), refer to Appendix E — Pre-Post Reports
for CCT.

Currently, CHPB has not been able to fully leverage the CRISP pre/post reports; this is due to
complications with uploading the whole panel of enrolled patients. The CHPB is actively working with
CRISP to find solutions to upload members by MRN or ENS identifier in a way that represents the whole
enrolled patient population. More work is planned with CRISP to identify new solutions for uploading the
whole panel in the future. The pre/post report for CCT does not contain a comparison population, does
not adjust for regression to the mean or outliers, and does not provide patient-level data that can be used
to better understand the trends seen; this makes it difficult to interpret the results.

Successes

The CCT is fully operational and regionally deployed throughout Baltimore City. All CCT staff met
every Monday to round on patients with substantial complexity. The rounds are conducted under the
direction of CCT Medical Director, in addition to leadership for each program discipline: Community
Health Worker, Care Manager (Nurse/Social Worker), and Health Behavioral Specialist (Social Worker).
Hospital Partner teams within the CCT meet independently throughout the week to discuss enrolled
patients.

The CCT has an established patient identification workflow, enabling the CHPB partner organization,
STAR, to outreach eligible patients who have been identified as eligible from lists provided by each
Hospital Partner. After STAR’s Community Health Workers meet the eligible patient in their home and
perform an assessment, further care coordination of medical and behavioral health needs is provided, as
needed.

Lessons Learned

Reliance on historical utilization data from CRISP to identify patients using HSCRC criteria of 3/+
hospitalizations over 12 months in the 19 zip codes for Medicare FFS is a resource-intensive process
when applied across multiple hospitals with overlapping patients and separate care coordination
programs. This yields neither a timely identification of patients nor successful overall yield for
enrollment. Meeting the patient where they are when they are in the hospital is a more successful way to
identify and enroll patients, even though it results in a smaller number of individuals identified as eligible
each month.

Applying these lessons learned, in March 2018, the CCT deployed a hospital in-reach strategy (i.e.,
“Inpatient Referral Strategy”) for Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center.
The Inpatient Referral Strategy (IRS) uses daily census lists from Hospital Partners; the CHPB applies its
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eligibility criteria to these lists. Eligible patients are pended to the CCT Care Managers and Health
Behavior Specialists within one hour. Within 24 hours, the Care Managers or Health Behavior Specialists
visit the patient during their inpatient stay. They then contact the hospital unit manager, describe the CCT
program to the patient, and coordinate disposition planning for the patient post-discharge. The IRS has
been successful; over 35% of patients are enrolled after CCT staff outreach to them. To date, over 50
patients have been enrolled into the CCT through the IRS. For a report demonstrating CCT’s success,
refer to Appendix E — Pre-Post Reports for CCT.

Next Steps

Fiscal Year 2019 seeks to employ diverse strategies to increase the number of patients enrolled into the
CCT. Several strategies are being explored to improve identification: (1) The IRS will continue at JHH
and JHBMC. CHWs will be the primary discipline engaging patients during their inpatient stay,
maximizing STAR’s skills for patient engagement. The IRS will also be deployed for additional Hospital
Partners, beyond JHH and JHBMC; (2) The CCT is planning a pilot with CRISP to test use of “blind
panels” as a means of identifying newly eligible patients. Use of blind panels will allow the CHPB to set
criteria for enrollment with CRISP; when patients are admitted to a Hospital Partner that meet this
enrollment criteria, notifications will be sent to the CHPB to outreach the newly eligible patients for
enrollment into appropriate programs; (3) The CHPB will explore ways to leverage Emergency
Departments for patient outreach opportunities; (4) The CHPB will explore a post-acute strategy to target
patients being discharged from Skilled Nursing Facilities (SNF) and leverage existing SNF Collaboratives
to improve transitions of care and increased referrals for the CCT; and (5) The CHPB will explore
potential use of daily outpatient discharge patient lists for outreach.

The MSO will work to improve reporting in Fiscal Year 2019 in collaboration with CRISP. CCT will
improve process reporting to reflect the level of the program’s intensity, including Sisters Together and
Reaching Community Health Worker outreach in the community locating patients, caregivers, and their
primary care providers, and the disposition of patient services. The MSO and CRISP will develop new
filters for existing CRISP reporting tools that are more specific to the RP populations. The JHH and
JHBMC are participating in the HSCRC Care Redesign Program and will be receiving limited CMS
Claims data. The Hopkins Hospital Partners may give the MSO Research and Development Team access
to claims data for the purpose of creating predictive risk modeling, return on investment, and utilization
reporting. This potentially could be used to understand trends in a subset of the enrolled population.

Workforce Development strategies are being standardized across the CCT through targeted training. All
CCT employees are required to take the Patient Engagement Program to improve the CCT’s patient
engagement skills in community-based and inpatient settings. Retention strategies for longitudinal
stabilization of the CCT are being developed through retention bonuses and certificates of achievement
for the CCT staff in Fiscal Year 2019.

Additional Information

Measuring “Return on Value”

The CHPB is championing an effort to qualitatively capture themes and perspectives that illuminate both
the challenges and successes among CCT patients. STAR and the MSO formed a workgroup focused on
assessing the value, or return of value, of the CCT. This group is developing a participatory measurement
process that aims to identify key functions of the CCT that contribute to successes of the CCT; this
includes methods for participant engagement, strategies for management and participant motivation, as
well as better understanding the areas in which the healthcare system meets the needs of CCT
participants. The CCT is specifically focused on the “Return on Value” of the CCT and the value
proposition as it aligns to the following metrics to address the following five categories:
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Community Relationship

Patient Capacity & Engagement

Patient & Community Health

Workforce Creation

Health System Optimization

Return on Value Aligned with Return on Investment

ANl e

“Inez” - Example of Story Demonstrating Value of Program

The Community Care Team has worked with Inez since November 2017. The initial Community Health
Worker assessment identified multiple social, behavioral health, and medical needs. After the Community
Care Team discussed the patient, Inez was referred to the Health Behavior Specialist for depression. The
Health Behavior Specialist’s assessment found her to have suicidal ideation, auditory hallucinations, low
self-esteem, poor sleep, and anxiety attacks that prevented her from engaging in the community. She had
moved from Hagerstown and had been out of mental health treatment for several years without
medication. With the assistance of the Health Behavior Specialist, Inez is now engaged with and remains
stable in outpatient behavioral health treatment and is taking her medications as prescribed. Inez is
engaged in the community through volunteering and also co-leads a women’s support group at MedStar
Harbor Hospital. She has taken steps to improve her health with the guidance and support of her Care
Manager, including diet and exercise changes that have resulted in weight loss. The Care Manager
connected Inez to a primary care provider at the Johns Hopkins Community Physicians in Remington
where she has completed her initial appointment to establish care and has follow up appointments
scheduled. The Community Care Team also assisted Inez with obtaining a new insurance card, clothing,
and housing resources. Her only goal at this time is to pursue independent living and is currently on a
wait list at an apartment complex.

“John” - Example of Story Demonstrating Value of Program

John is a 67 year old, single African American male who is a Vietnam Veteran. He has complex medical
issues and difficulty managing his anger, which became more intense and frequent after returning home
from Vietnam. This has negatively affected his medical well-being and caused increased sense of regret
when becoming angry with family and friends.

John and the Health Behavior Specialist established a comfortable working relationship and set a goal to
develop and strengthen his anger management skills. The Health Behavior Specialist and patient used an
anger management workbook and met twice a month to complete and review skill building tasks. In
addition to these skills and breathing techniques, John also uses prayer, music, and walking away to avoid
his feelings of anger. He has learned to delay his responses to family members that trigger his anger, and
to address them when he feels calm.
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Bridge Team
Name of Program
Bridge Team
Hospital Partners Participating
All
Brief Description

The Bridge Team is a multi-disciplinary team that works with patients exhibiting complex psychiatric
needs, substance use disorder (SUD), and other complex case management needs associated with
behavioral health. The primary goal of the Bridge Team is to facilitate a successful transition to a medical
home and effectively engage these patients in behavioral health services. The team consists of a
Psychiatrist, a Health Behavior Specialist Team Lead, and two behavioral health Community Health
Workers.

Partners

1. JHHC (Health Behavior Specialist Lead, two behavioral health Community Health Workers)
2. Johns Hopkins Medicine (Psychiatrist, Senior Program Manager)

# FTEs in 2018
e Total Employees: 4.15 FTE
o JHHC (Health Behavior Specialist Lead, Two behavioral health Community Health
Workers): 3.0 FTE
o Johns Hopkins Medicine (Psychiatrist, Senior Program Manager): 1.15 FTE

# Patients Served

HSCRC Notes: Estimation using the Population category that best applies to the Intervention, from the
CY 2017 RP Analytic Files. HSCRC acknowledges that the High Utilizer/Rising Risk or Payer
designations may over-state the population, or may not entirely represent this intervention’s targeted
population. Feel free to also include your partnership’s denominator.

Patients Served as of June 30, 2018 18

Denominator of Eligible Patients: 19 There are 74,445 patients in the 19 zip code area, however to
zip codes (CY2017 RP Analytic File) be eligible for the Bridge Team, patients must have a
qualifying behavioral health concern, which is not available
from CRISP.

Denominator Referred and Outreached | 99 individuals
(N.B., Referral based intervention)
Source: CHPB Bridge Team Dashboard (July 5, 2018)
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HSCRC Note: These are measures that may not have generic definitions across Partnerships or
Interventions and that your Partnership maintains and uses to analyze performance.
Examples may include: Patient satisfaction; % of referred patients who received Intervention;

operationalized care teams; etc.

Bridge Process Measure Number
Total number of patients referred for treatment 99
Total number of enrolled (successful referrals for unique patients) 18

Total number of patients denied, including process measurement for denial
reasons (insurance, existing engagement in BH treatment, does not meet
HSCRC criteria, residential address is not in catchment)

See table below for
denial reasons.

Number of unique HBS Interactions / Outreach attempts per month 664 Total
55 Average Per Month
Number of unique CHW interactions / Outreach attempts per month 302 Total

25 Average Per Month

Number of unique Psychiatrist interactions / month

30 Total
2.5 Average Per Month

Average length of treatment (days) for patients discharged by month’s end 59
Number of patients discharged successfully (having completed all agreed upon | 9

goals)

Number of patients involuntarily discharged due to non-adherence 3
Number of jobs created 415 FTE
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Denial Reason

Number of Patients

Insurance 9
Already engaged in mental health treatment 16
Zip Code 11
Does not meet high utilizer criteria 2
Transferred to CCT 2
Acuity: inadequacy of level of care able to be provided by team’s staffing 5
Unable to locate 8
Alternative discharge plans made 7
Patients not voluntary 2
No plan to bridge patient to 1
Additional follow-up needed from referral source or patient 7
Total 70

Pre/Post Analysis for Program

The Bridge patient panel contains 18 patients for the time period July 2017 through May 2018. Fifteen

(15) patients have data available for analysis.

The Bridge Team is resource-intensive with a low patient capacity. To that end, there have not been a
substantial number of patients enrolled into the program; therefore, report findings are suppressed and/or
limited. The pre/post Bridge program report does not contain a comparison population. The Bridge
pre/post program report does not adjust for regression to the mean. For pre- and post-enrollment reports

(screenshots of summary and panel analysis), refer to
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Appendix F — Pre-Post Reports for Bridge.
The total number of patients in the Bridge panel contributing to this report are 15 patients; there is no data

available after 1 month because the panel is under 11 patients for 3, 6, and 12 months. The average length
of treatment for Bridge is 59 days. The 1 month post-analysis shows a 26.7% decrease in utilization.
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Successes

Eighty-eight percent (88%) of the Bridge Team patients were successfully discharged having achieved all
their goals. In Fiscal Year 2018, the Bridge Team substantially increased the number of enrolled patients
by broadening the eligible referral base. The Bridge Team connected patients to appropriate services
within varying systems of care; provided behavioral health consultation regarding discharge to Hospital
Partner staff; and facilitated connections between patients and services in an efficient manner.

Lessons Learned

The Bridge Team has learned to be more proactive in their approach towards connecting with patients
through in-reaching specific psychiatric hospital units. The Bridge Team has learned to better integrate
themselves into the existing behavioral health landscape amongst CHPB’s Hospital Partners. This
facilitates the ability of a Health Behavior Specialist to refer patients to appropriate services in a more
effective manner. The benefits of marketing Bridge Team services have been a worthy investment
(although not immediately visible); marketing has clearly yielded improved referrals and patient
enrollment to services. The increased awareness of Hospital Partners about the Bridge Team has led to
increased, more appropriate referrals to the Bridge Team. The Bridge Team captured data regarding
patients who were ineligible for services thereby leading to more inclusive eligibility criteria, increasing
program participation.

Next Steps

A new Health Behavior Specialist is currently being recruited with the goal of expanding services. The
Bridge Team aims to develop a protocol for in-reaching additional Hospital Partner-behavioral health-
appropriate units. The Bridge Team will continue to track and problem solve identified barriers to
enrollment to increase the number of enrolled patients.

Additional Information
“Paul” - Example of Story Demonstrating Value of Program

Paul is a 65 year old, divorced Caucasian male with multiple medical, psychiatric, and substance use
comorbidities that include: Chronic Obstructive Pulmonary Disease, Coronary Artery Disease, seizure
disorder, asthma, traumatic brain injury, major depression, and benzodiazepine use disorder. He was also
homeless. Paul had a long and successful work history, was married, and financially stable. When he
experienced his traumatic brain injury, his life dramatically changed in all areas of functioning.

Most recently, Paul had been hospitalized for an exacerbation of depression symptoms which included
suicidal ideation. The discharge plan included stepping down from the hospital to an intensive outpatient
behavioral treatment program. Since an appointment with the intensive outpatient program was not
immediately available, a referral was made to the Bridge team. Paul saw a provider from the Bridge Team
on the day he was discharge. Paul engaged with the team and was able to identify goals he wanted to
work on.

In meeting with Paul, it became apparent that multiple hospitalizations and housing instability resulted in
constant disruption to his treatment and ability to develop a community-based support network. The
Bridge team’s task was to provide consistent and frequent interventions and to develop a coordinated
treatment plan to address Paul’s complex needs; this was done simultaneously as community-based
providers actively engaged with Paul during his transition to long-term medical/ behavioral health care.
Paul worked with the Bridge team a little over a month and a half. Upon discharge, all his short-term
goals were met, which included: stable housing, consistent medication management, regular meals, obtain
a phone, enroll in a transportation program, obtain a temporary state identification card, link to a long-
term therapist and psychiatrist, participate in a Psychiatric Rehabilitation Program for five days a week,
and engage with a new Primary Care Physician.
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Neighborhood Navigators

Name of Program
Neighborhood Navigators

Hospital Partners Participating

1. The Johns Hopkins Hospital
2. Johns Hopkins Bayview Medical Center
3. MedStar Harbor Hospital

Brief Description

The Johns Hopkins Hospital has the only currently deployed Neighborhood Navigators program, which
operates through the Men and Families Center (M&FC). The Neighborhood Navigators are trained
volunteers who outreach clients around their 21205 neighborhood to engage residents about available
healthcare and social service resources.

Partners

1. The M&FC (Executive Director, non-clinical Case Managers, Neighborhood Navigators)
2. Matrix Ventures LLC (CBO Consultant)

# FTEs in 2018
Total employees: 3.6 FTE and 26 NNs
e The M&FC (Executive Director, non-clinical Case Managers): 3.6 FTE

e Neighborhood Navigators: The Neighborhood Navigators are part-time employees that are
paid monthly stipends; they are not FTE. There are 26 Neighborhood Navigators.

# Patients Served

HSCRC Notes: Estimation using the Population category that best applies to the Intervention, from the
CY17 RP Analytic Files. HSCRC acknowledges that the High Utilizer/Rising Risk or Payer designations
may over-state the population, or may not entirely represent this intervention’s targeted population. Feel
free to also include your partnership’s denominator.

Clients Assessed as of June 30, 2018 | 3,518 Assessed*
Please note: not all clients assessed by the Neighborhood
Navigator Program receive case management services.

Denominator of Eligible Clients: 19 10,808 individuals over the age of 20
zip codes (CY2017 RP Analytic File)
This program is payer agnostic so eligible population is
everyone over 18 years of age residing in 21205.

Source: Baltimore City Census July 5, 2018 [Ages 20-85+]
Note: CY17 RP analytic file n/a for M&FC NN program

Denominator Outreached ONLY 3,518 clients identified

Page 19 of 58



Community
Health

. Partnership
of Baltimore

Community Health Partnership of Baltimore
HSCRC Transformation Grant - FY'18 Final Report

(N.B., Neighborhood Navigator
model outreaches patients)

*Note: Neighborhood Navigator program assesses more clients because it is a less intensive program
than other CHPB programs. It is also payer-agnostic and does not provide direct healthcare.

Program — Specific Outcome or Process Measure

HSCRC Note: These are measures that may not have generic definitions across Partnerships or
Interventions and that your Partnership maintains and uses to analyze performance.
Examples may include: Patient satisfaction; % of referred patients who received Intervention;

operationalized care teams, etc.

Neighborhood Navigator Process Measure

Number

Total number of clients assessed

3,518 Total
293 Average newly assessed per month

Top Ten Social Service Needs for Fiscal Year 2018

DESCRIPTION July 2017 - June 2018 July 2017 - June 2018
# of Needs Identified Ranking
During Assessment

Employment and Training 1709 1

Housing Services 1538 2

Uninsured 683 3

Emergency Assistance 623 4

Re-Entry Services 583 5

Utility Bills 575 6

Identification Services 338 7

Dental Care 331 8

Vision Care 153 9

Transportation 112 10

Pre/Post Analysis for Program

Pre/post analysis is not available for the M&FC’s Neighborhood Navigator program.

Successes

The M&FC continues intensive focus on stabilization of families through identification of social needs
with follow up case management services. The M&FC is committed to holistic support for empowerment
and self-sufficiency to its East Baltimore clients. The M&FC continues to broaden its dense network of
local partners to help members address social and economic determinants of health, with particular focus
on housing, utility assistance, and other resources necessary for well-being.
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The Fiscal Year 2018 has shown a steady performance from the M&FC’s Neighborhood Navigator
program. Over Fiscal Year 2018, the Neighborhood Navigator program had 3,518 new residents being
introduced to this unique neighborhood-based social support program. The program at M&FC showcases
the work of an average of 19 Neighborhood Navigators, two (2) Case Managers, and a Case Management
Supervisor working together to support clients across 22 service categories. These service categories
include things such as: foreclosure and eviction prevention, utility shut-off, food pantry referrals,
employment, and health insurance.

Lessons Learned

Managing Neighborhood Navigator retention is important for community presence and success. The
Neighborhood Navigators are part-time employees who are paid monthly stipends; they are not full time
employees. The program has experienced attrition over the last year. Several Neighborhood Navigators
either moved from the target area, achieved full-time employment positions, left due to illness, or passed
away. Hence, the number of Neighborhood Navigators has fluctuated from fully staffed at 26 down to 16.
A total of five (5) new Neighborhood Navigators have been undergoing training and will engage clients in
the new fiscal year. The M&FC is deploying an increasing number of in-service trainings that offer
additional stipends. In addition, the CHPB is sponsoring opportunities for workforce training initiatives
(e.g., Mental Health First Aid).

Next Steps

The M&FC is currently unable to report Neighborhood Navigator-referred clients who receive case
management services; this is due to disparate data collection systems between Neighborhood Navigator
and case management. The CHPB will sponsor the acquisition of special identification for the M&FC
case management staff that will allow them to directly access the REDCap data collection system. This
will both enhance service delivery as well as ensure improved reporting of the services provided to
clients. The M&FC will be able to report how successful Neighborhood Navigators are through
connection to social services and client needs.

In Fiscal Year 2019, CHPB aims to report on workforce development that occurs for the Neighborhood
Navigators. As stated above, many Neighborhood Navigators move on to full time employment through
the professional development they receive at M&FC. M&FC is a source of workforce development and
professional attainment in the East Baltimore community.

Johns Hopkins Bayview Medical Center / Neighborhood Navigator Expansion:

In May 2018, Neighborhood Navigator program began expansion process. The Johns Hopkins Bayview
Medical Center (JHBMC) identified Baltimore Medical System (BMS, FQHC: Highlandtown Clinic) as a
potential partner organization with which to expand the Neighborhood Navigator program to the JHBMC
catchment area. Since that time, there have been several planning sessions held between JHHC, JHBMC,
and BMS to organize implementation of a JHBMC/BMS Neighborhood Navigator program with an aim
to launch program by October 2018. Next steps include: building a budget, drafting a Memorandum of
Understanding between JHHC, BMS, and JHBMC, recruiting for open positions, and training new staff.
The M&FC will provide training to new staff.

MedStar Harbor Hospital / Neighborhood Navigator Expansion: Under development
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Additional Information

“Mary” — A Gratitude Letter Demonstrating Value of Program
It is my pleasure to say thanks to your center for helping me in many ways.

One of your Neighborhood Navigators, Karim Butler, introduced me to the center. Neighborhood
Navigator Rodney Williams has been a great help to me and my husband with work, home, and health.
I’m so grateful for their help. Looking forward to many more blessings from this center. I’ll pray for Men
and Families Center. God bless you all!

Thanks,
Mary Parker

“Johnice” — A Gratitude Letter Demonstrating Value of Program

I want to thank the M&FC for having Mr. Rodney as a part of their staff. I want to recognize Mr. Rodney
for assisting me with fulfilling my housing needs. Mr. Rodney referred me to a person who was able to
give me a reference to obtain my apartment. I was worried about where I was going to reside, but now |
can gratefully say that I reside in [an apartment] in East Baltimore. The apartment is nice, spacious and
affordable. The location is also minutes from my church. Since I have been affiliated with M&FC, Mr.
Rodney and the other staff have been polite and very helpful in job leads and there to listen to my day to
day problems with suggestions and solutions that help brighten my day.

The M&FC is truly a blessing to me and to the citizens that surround the community.

Thanks again,
Johnice L. Powell
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JHOME/ Home-Based Primary Care

Name of Program
JHOME/ Home-Based Primary Care

Hospital Partners Participating
1. JHBMC
2. JHH
3. LifeBridge Sinai Hospital

Brief Description

Home-Based Primary Care (JHOME) is a community-based program that provides home-based medical
care, care management, caregiver support, counseling, and acute inpatient continuity to high-need, high
cost, home-bound individuals on a longitudinal basis. This program builds on a historical foundation of
the current JHBMC home-based primary care program to expand to JHH and Sinai Hospital. The multi-
disciplinary team consists of a Program Director, Geriatrician, Certified Registered Nurse Practitioner,
Social Worker, Registered Nurse, Practice Manager, Patient Service Coordinator, and a Licensed
Practical Nurse.

Partners

e Johns Hopkins Medicine Department of Geriatrics (Program Director, Geriatrician, Certified
Registered Nurse Practitioner, Social Worker, Registered Nurse, Practice Manager, Patient
Service Coordinator, and a Licensed Practical Nurse)

# FTEs in 2018
e Total: Johns Hopkins Medicine Department of Geriatrics (Program Director, Geriatrician,
Certified Registered Nurse Practitioner, Social Worker, Registered Nurse, Practice Manager,
Patient Service Coordinator, and a Licensed Practical Nurse): 6.3 FTE

# Patients Served

HSCRC Notes: Estimation using the Population category that best applies to the Intervention, from the
CY 2017 RP Analytic Files. HSCRC acknowledges that the High Utilizer/Rising Risk or Payer
designations may over-state the population, or may not entirely represent this intervention’s targeted
population. Feel free to also include your partnership’s denominator.

Patients Served as of June 30, 2018 327

Denominator of Eligible Patients: 19 While there are 74,445 patients in the 19 zip code area, only
zip codes (CY2017 RP Analytic File) patients who live in JHH, JHBMC, and Sinai zip codes and
who are homebound are eligible for this program. We currently
do not have data to define this denominator.

Denominator Referred and Outreached | 267 total referred individuals
Note: Some patients were already enrolled in the program.
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Source: July 5, 2018

Program — Specific Outcome or Process Measures

JHOME Process Measure Number
Total Number of Patients Referred 267
Total Number of Patients Enrolled 175
Total Number of Home Visits 2,191
Total Urgent Visits 91
Percent of Patients with Completed Annual Wellness Visits 79%
Total Inpatient Encounters 196
Total Number of ED Visits 212
Total Number of Deaths at Home and in Hospice Average: 3 per month
Percentage of Deaths at Home and in Hospice Average: 72%
Job creation 6.3

Page 24 of 58



Communy Community Health Partnership of Baltimore
- rseiind HSCRC Transformation Grant - FY 18 Final Report

Pre/Post Analysis for Program

The total number of patients in the JHOME panel contributing to this report are 156 patients; 117 patients
have been in the program for 12 months. Although the average length of treatment for JHOME is 15
months, the six month panel is more robust with 156 patients (compared with the 12 month panel’s 117
patients) and therefore provides the most useful information. Hospital visits decreased by 21.8% in 6
months. The Pre/Post panel was last updated on July 10, 2018. The pre/post JHOME program report does
not contain a comparison population. The JHOME pre/post program report does not adjust for regression
to the mean.

For pre- and post-enrollment reports (screenshots of summary and panel analysis), refer to Appendix G —
Pre-Post Reports for JHOME.

Successes

In Fiscal Year 2018, 327 total patients were seen for JHOME of which 188 patients were new JHOME
patients. These patients received 2,200 visits from the JHOME team (including LPN, RN, and social
worker visits). Remote Patient Monitoring (RPM) has been piloted on 3 JHOME patients to date. Nurses
have been monitoring these devices. The JHOME RN evaluates new patients for eligibility of RPM use.
The goal of RPM is to real-time manage patient needs where the entire JHOME Team can be better
leveraged, in lieu of all services being through home visits.

Lessons Learned

Providing acute care continuity for a high-cost, home-bound population requires a strong multi-
disciplinary team to provide home-based medical care, care management, caregiver support, and
counseling. Approximately 75% of JHOME’s patients pass away at home or in hospice. As a lessons
learned, JHOME is building in more palliative care focus across the entire multi-disciplinary team.
JHOME has observed an opportunity for collaboration with SNFs. Moving forward, JHOME will
leverage the relationship with Levindale & Sinai as a mechanism to provide acute-care continuity.

Next Steps

JHOME has applied to be a Program Excellence Partner (PEP) with the Home Centered Care Institute
(HCCI), the national accreditation body for home-based medical providers. This would be a distinction of
honor for the program, as well as a way to learn from other national house call providers who would
rotate through the program.

Further, a Patient and Family Advisory Council (PFAC) is under development for JHOME. JHOME and
Johns Hopkins Home Care Group (JHHCG) leadership have been discussing the incorporation of JHOME
patients and caregivers in the JHHCG PFAC. The JHHCG PFAC is dedicated to the improvement of
quality and patient and family care; the advisory council is comprised of past and present patients, family,
and staff members.

A Nurse Practitioner was hired in July to specifically meet the needs of the JHH-discharged patients who

are homebound. In Fiscal Year 2019, JHOME looks forward to the new Nurse Practitioner taking on a
substantial caseload; expanding the overall case capacity of this program specifically for the JHH.

Additional Information
None.
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Convalescent Care

Name of Program
Convalescent Care

Hospital Partners Participating
All

Brief Description

Convalescent Care provides people experiencing homelessness who are discharged from a Hospital
Partner a place to stay, rest, and recuperate from an acute illness or surgery. On the Convalescent Care
unit, patients receive 12-hour-a-day nursing services (medication education, care coordination, and wound
care) and social work services (to link patients to housing resources, income, mental health, and addiction
services).

Partners
e Health Care for the Homeless (Nurses, medical providers, and social workers)

# FTEs in 2018
e Health Care for the Homeless (Nurses, medical providers, and social workers): 4.4 FTE

# Patients Served
# of Patient Served as of June 111

30,2018
Denominator of Eligible 2,669 Homeless individuals in Baltimore City, of that 2,230 are
Patients > 24 years of age

Source: Maryland 2017 Point-In-Time Count
Department of Housing and Community Development

# homeless patients referred from Hospital Partners =

Total Referrals = 344 individuals

Source: CHPB Convalescent Care Dashboard (July 12017 -
June 2018)

Pre/Post Analysis for Program

Of the 111 patients served by Convalescent Care for Fiscal Year 2018, 58 patients were included in the
pre/post analysis. Six patients were not included because they were enrolled as a Healthcare for the
Homeless patient after the data was uploaded into CRISP’s pre-/post-panel report (6/9/18). Forty seven
(47) patients were not included due to data matching errors between our Convalescent Care panel and our
primary care panel due to CRISP database limitations. The average length of treatment for the
Convalescent Care program is 36 days.
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At three months post intervention there was a 12.2% decrease in visits. At
three months post Convalescent Care program, 41 patients of the 58 patients
had data available for analysis. For pre- and post-enrollment reports
(screenshots of summary and panel analysis), refer to
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Convalescent Care Process Measure Number
Total Number of Patients Referred 355
Total Number of Accepted Referrals 157
Total Number of Patients Presenting for Care 111
Average Number/percent of Beds Filled Monthly (out of 12) 11 (90%)
Average Length of Stay per Month (days) 36

Number of Patients Who Saw a Primary Care Physician within 7 days of
discharge from Convalescent Care

14 out of 76 patients
discharged (18%)

Number/Percent of Patients with Follow Up to Behavioral Health within 14 days

12 out of 51 patients

of discharge from Convalescent Care discharged (24%)
Number of Patients sent to ED from Health Care for the Homeless 11
Number of patients readmitted to Hospital from Health Care for the Homeless 13
Number of Patients Successfully Discharged from Unit 71

Successes

During this reporting period, HCH Convalescent Care was able to maintain an average daily census of 11
beds filled by Hospital Partners, which is at 90% capacity. Sixty-one percent (61%) of patients who
presented for care completed the program. “Completion” means that the patient achieved their medical
and behavioral health goals prior to discharge. Sixteen percent (16%) of patients left against medical
advice and 14% were discharged for behavioral reasons, with a small minority (9%) discharged back to

the hospital.

All patients who completed the Convalescent Care Program had a medical and behavioral health
assessment by Health Care for the Homeless providers. Ideally, clients would remain engaged with
medical and behavioral health care upon discharge from the Convalescent Care Program but achieving

this remains a challenge (see below).

Starting in November 2017, Convalescent Care staff have had the opportunity to submit applications for
permanent supportive housing through Baltimore City’s Coordinated Access process. Since that time,
Health Care for the Homeless have submitted 35 referrals for eligible clients. The majority of clients
continue to stay at the Weinberg Housing and Resource Center until they are able to obtain permanent

housing.
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Lessons Learned

Health Care for the Homeless has completed several performance improvement cycles to try to identify
barriers to keeping clients connected to primary medical care and behavioral health care after discharge
from this program. The barrier identified in the first cycle was the lack of timely appointment availability
at the Health Care for the Homeless clinic, which Health Care for the Homeless has since corrected. The
second cycle identified clients’ lack of familiarity with the idea of having a primary care doctor. In April
of 2018, Health Care for the Homeless began connecting Convalescent Care patients to Community
Health Workers at the Health Care for the Homeless clinic. The Community Health Workers have been
working to engage clients and provide a warm handoff from Convalescent Care to the Health Care for the
Homeless outpatient clinic. They address social determinants of health and provide appointment
reminders. Health Care for the Homeless hopes to report positive results from this intervention in the next
reporting period.

Through the course of this project, Health Care for the Homeless has placed a greater emphasis on the
importance of a timely response to hospitals referring to this program. Health Care for the Homeless has
made improvements to the Convalescent Care referral mechanism. HCH continues to focus on the referral
mechanism portal as an area of improvement.

Next Steps

The medical care at the Convalescent Care Program is overseen by the Chief Health Officer of Health
Care for the Homeless, Dr. Nilesh Kalyanaraman. Convalescent Care has been recruiting for a Medical
Director for Convalescent Care for the past year with a goal of focusing on improving clinical workflows
and outcomes while expanding the range of services that Health Care for the Homeless can offer.

Over the next year, this program will continue to streamline its referral process so that it can provide a
more timely response to referring HPs.

Additional Information

“Joseph” - Example of Story Demonstrating Value of Program

Joseph was living under a bridge and working outside until prolonged exposure to the winter cold resulted
in frostbite on his hands and feet. He was referred by a local hospital to the Convalescent Care Program,
where he was able to stay while getting the care he needed to avoid amputation and also heal his wounds.
Program staff referred Joseph to a transitional housing program. They also connected him to primary
medical care at Health Care for the Homeless, so he could address chronic health conditions he had long
been neglecting.

“Anthony” - Example of Story Demonstrating Value of Program

Anthony was staying at a residential employment program and actively seeking a job when he suffered a
stroke that left him permanently disabled in his mid-40s. He lost his spot in the program due to his
inability to work, and was referred by a hospital to the Convalescent Care Program. Here, the nurses
helped him manage his new medical conditions (including being on Coumadin, a blood thinner that
requires frequent monitoring), and a social worker helped him adjust psychologically to being disabled at
such a young age. Staff also helped him secure insurance, which allowed him to start a physical therapy
program that had been delayed due to his lack of insurance. Anthony left the Convalescent Care Program
for a transitional housing program for individuals with disabilities.
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“Warren” - Example of Story Demonstrating Value of Program

Most of Warren’s family members are deceased, so when he became acutely ill with liver disease and was
no longer able to work, he had no support and nowhere to go. A referral to the Convalescent Care
Program allowed him to recover from his liver disease, while also getting help for cognitive problems that
resulted from a related chemical imbalance. Nurses and social workers helped Warren stabilize medically
and regain most of his cognitive functioning; they also helped him apply for federal disability benefits. He
was discharged to an assisted living program where he will live until he is approved for disability or able
to go back to work.
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Patient Engagement Program

Name of Program
Patient Engagement Program

Hospital Partners Participating
All

Brief Description

The Patient Engagement Program (PEP) trains providers and staff on the tactics and skills needed to
facilitate patient engagement, affect health behavior change, and promote patient satisfaction. This
includes training staff and physicians to utilize a number of strategies, including skill building,
maintenance, and learner evaluation.

Partners
e Johns Hopkins Medicine (Faculty, Post-Doctoral Fellow)

# FTEs in 2018
e Johns Hopkins Medicine (Faculty, Post-Doctoral Fellow): 0.7 FTE

# Patients Served

Not applicable
Pre/Post Analysis for Program
Not applicable
Program-Specific Outcome or Process Measures
PEP Process Measure Number of Providers
Providers Served/ CHPB & Partner Hospital Providers 189
Pre-Training Self-Evaluation 189
Post-Training Self-Evaluation 159

The Patient Engagement Program evaluated the outcome of its trainings based on five measures. Below
are the results:

1. Importance of using PEP skills — On average, participants reported very high importance in using
PEP skills in their practice, and this rating remains very high post-training (though not a
statistically significant change).

2. Confidence in using PEP skills — On average, participants reported increased confidence in using
PEP skills in their practice after training (statistically significantly).

3. Realistic use of PEP skills in practice — On average, participants reported an increased belief in
their ability to realistically use PEP skills in practice after training (statistically significantly).

4. Knowledge and attitudes about PEP — On average, participants demonstrated an increased
understanding of PEP knowledge and attitudes after training (statistically significantly).
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5. PEP skills assessment — On average, participants demonstrated an increase in PEP skill
acquisition after training (statistically significantly).

Successes

Outcomes from the PEP self-assessment suggest that before training, participants believe it is important to
be using PEP skill in their practice (mean = 9.29/10) and this remains high post-training (mean = 9.40/10)
(although not statistically changed post-training). After training, self-efficacy is maintained (importance)
or improved slightly (confidence and realistic use), but knowledge and attitudes about, and use of, PEP
skills improve statistically significantly.

The CHPB supported an annual Patient Engagement conference: “Third Annual Patient-Provider
Collaboration Conference, Making Patient-Centered Care a Reality: The Journey Continues.” The
keynote address was delivered by Mr. John Colmers on “Achieving the Quadruple Aim — The Maryland
Experiment.” The CHPB’s Director and STAR CEO co-presented a session on “Improving Community
Engagement Using the Community Health Worker Model.” The CHPB sponsored over 70 CHPB and HP
staff to attend the conference. This conference was a collaborative effort with the Howard Health
Regional Partnership.

Lessons Learned

Trainees overestimate their skills and knowledge prior to training. Outcomes from the PEP self-
assessment suggest that before training, participants have high self-confidence in their knowledge about
and ability to utilize PEP skills and believe that PEP skills are both important and realistic for their own
practice. Actual baseline knowledge and attitudes are moderately low and skills are low. These findings
reinforce CHPB’s belief that all CHPB staff need to take PEP training, and to re-take the course every 12
months.

Acknowledging the time commitment to PEP, CHPB has worked with PEP staff to develop a 4-hour
booster session. This incentivizes CHPB staff who’ve taken the 8-hour training, to re-take a shortened
booster session every 12 months.

Next Steps

Given these positive results, it is vital that CHPB continues its PEP strategic planning process towards
sustainability. In the last year, CHPB has begun to track which CHPB staff have taken PEP, as well as
required all staff to take PEP every 12 months. To support this effort, faculty has expanded to meet high
demands of this program. To additionally support the sustainability of PEP, CHPB is encouraging its staff
to become trained to be a PEP Champion—through a train-the-trainer program.

The PEP leadership continues to modify training specific for community-based care, in alignment with
community-based partners. The PEP currently has aggregate findings of self-assessment that represent all
PEP participants, including CHPB staff. The CHPB looks forward to disaggregating findings so that they
represent specifically CHPB staff feedback. The PEP is also developing a provider knowledge assessment
and analysis of provider communication skills. The PEP is developing methods to measure patient
outcomes including patient satisfaction.

The CHPB also has scheduled four trainings for Fiscal Year 2019 that seek to train all CHPB employees
with 8- & 4- hour boosters (September, October, November, December). Online modules of the PEP
training are being considered. New PEP Champions have been identified and begun their training; more
PEP Champions will continue to be recruited. The CHPB hopes to also capture how many CHPB
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of Baltimore

employees move on to the maintenance program. Each program would have their own maintenance
program. The PEP would measure conversion as well as satisfaction of the maintenance program.
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HSCRC: Please fill in this information with the latest available data from the in the CRS Portal Tools for
Regional Partnerships. For each measure, specific data sources are suggested for your use— the
Executive Dashboard for Regional Partnerships, or the CY 2017 RP Analytic File (please specify which
source you are using for each of the outcome measures).

Utilization Measures

Utilization Measures are defined broadly by CRISP reports (representing either all individuals with
Medicare FFS who have at least 3 hospitalizations and/or inpatient stays greater than 24 hours within a 19
zip code area, or the overall population of Medicare FFS in the 19 zip code area) and do not provide
information specific to patients who have been enrolled by programs within CHPB. The utilization data is
broken down by quarters to see trends in population over time however there is no comparison population
and therefore conclusions cannot be drawn without outcomes.

Measure in
RFP
(Table 1, Measure for FY 2018 Reporting Outcomes(s)
Appendix A
of the RFP)
Total Partnership IP Charges per capita From RP Analytic
Hospital File 01Jan18 31Julyl8
Cost per Executive Dashboard: for 3+ IP or bs>=24 Visit
capita ‘Regional Partnership per Capita Utilization” — Medicare FFS:
Hospital Charges per Capita, reported as average 12 = $88,349,248.7/74,445
months of CY 2017 population
= $1186.77/per capita
-OI-
Analytic File:
‘Charges’ over ‘Population’
(Column E / Column C)
Total Total Discharges per 1,000 From RP Analytic
Hospital File 01Jan18 31Julyl8
Discharges | Executive Dashboard: for 3+ IP or bs>=24 Visit
per capita ‘Regional Partnership per Capita Utilization” — Medicare FFS:
Hospital Discharges per 1,000, reported as average 12 = 3822 visits/74,445

months of FY 2018 Once the June file is available we will | population
have the average

_Or_

Analytic File:

= 0.05 discharge per
capita
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‘IPObs24Visits’ over ‘Population’
(Column G/ Column C)
Total Health | Partnership TCOC per capita — Medicare Average PBPY =
Care Cost $15,773
per person Total Cost of Care (Medicare CCW) Report ‘Regional
Partnership Cost of Care’: Total Costs =
‘Tab 4. PBPY Costs by Service Type’ — sorted for CY $1,217,891,543
2017 and Total Total Members =
307,869
ED Visits Ambulatory ED Visits per 1,000 From RP Analytic
per capita File 01Jan18 31Julyl8

Executive Dashboard:

for 3+ IP or bs>=24 Visit

‘Regional Partnership per Capita Utilization” — Medicare FFS:
Ambulatory ED Visits per 1,000, reported as average 12 = 1,434 ED visits/74,445
months of FY 2018 population
=0.02 ED visit per
-or- capita
Analytic File
‘ED Visits’ over ‘Population’
(Column H / Column C)
Quality Indicator Measures
Measure in
RFP
(Table 1 in Measure for FY 2018 Reporting Outcomes(s)
Appendix A of
the RFP)
Readmissions | Unadjusted Readmission rate by Hospital (please be From RP Analytic

sure to filter to include all hospitals in your RP)

Executive Dashboard:

‘[Partnership] Quality Indicators’ —

Unadjusted Readmission Rate by Hospital, reported as
average 12 months of FY 2018

_OI'_

File 01Jan18 31Julyl8
for 3+ IP or bs>=24 Visit
Medicare FFS:

= 1,056 IP Readmit/2,565
Eligible for Readmit

= (.41 Readmissions,
unadjusted
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Executive Dashboard:

‘[Partnership] Quality Indicators’ —

Potentially Avoidable Utilization, reported as sum of 12
months of FY 2018

_OI'_

Analytic File:
‘TotalPAUCharges’
(Column K)

File 01Jan18 31Julyl8
for 3+ IP or bs>=24 Visit
Medicare FFS:
=$31,027,155.62 PAU

Charges
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Analytic File:
‘IP Readmit’ over ‘EligibleforReadmit’
(Column J / Column I)
PAU Potentially Avoidable Utilization From RP Analytic

Core Process Measures (CRISP Key Indicators)

HSCRC: These process measures tracked by the CRISP Key Indicators are new, and HSCRC anticipates
that these data will become more meaningful in future years.

Measure in
RFP
(Table 1 in Measure for FY 2018 Reporting Outcomes(s)
Appendix A
of the RFP)
Established % of patients with Care Plan recorded at CRISP 2.7%
Longitudinal
Care Plan Executive Dashboard:
‘High Needs Patients — CRISP Key Indicators’ —
% of patients with Care Plan recorded at CRISP, reported
as average monthly % for most recent six months of data
May also include Rising Needs Patients, if applicable in
Partnership.
Portion of Potentially Avoidable Utilization 31.7%
Target
Population Executive Dashboard:

with Contact
from
Assigned

‘High Needs Patients — CRISP Key Indicators’ —
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Care % of patients with Case Manager (CM) recorded at
Manager CRISP, reported as average monthly % for most recent six

months of data

May also include Rising Needs Patients, if applicable in
Partnership.

Self-Reported Process Measures

Please describe any process measures that your RP is tracking, but are not currently captured under the
Executive Dashboard. Some examples are include shared care plans, health risk assessments, patients
with care manager who are not recorded in CRISP, etc. These can be by-intervention or by-partnership.

The CHPB has developed Report Card tools for Executive Leadership to evaluate performance for
infrastructure, marketing, patient enrollment, budget management, and utilization targets. The CHPB
Report Cards are developed for the overall CHPB and Hospital Partner-specific. For Report Cards, refer
to Appendix B — Report Cards.

Return on Investment

HSCRC: Indicate how the Partnership is working to generate a positive return on investment (Free
Response; please include your calculation). Please refer to the line-item definitions to complete the
calculation by-intervention, if able.

Currently the CHPB is not reporting on return on investment (ROI). The CHPB is, however, exploring a
calculation for ROI of CHPB and of each of the respective programs that comprise the CHPB overall
programming.

To calculate ROI of CHPB, the ROI calculation in the original proposal included the following formula:
# of patients

Number of Medicare and dual eligible

Annual program cost /patient

Annual program cost (B x C); (Medicare cost/program)

Annual Charges (baseline)

Annual gross savings (15.21% x E)

Variable Savings (F x “X”%)

Annual net savings (1-ROI)(G/D) & (2-Dollars saved) (G-D)

ToOmMmOOw>

Separately, the CHPB is exploring the ROI for each of the programs that comprise the overall CHPB. For
these ROI calculations, the CHPB is exploring how to acquire data on a matching population in order to
conduct a difference in difference methodology in order to understand how the costs of the each program
compare to business as usual. This will inform the numerator of the ROI calculation. The ROI will
compare the cost of each program to the savings in costs achieved, as calculated by the difference in
difference equation described above. Please note that no current data made available through CRISP can
be used for these calculations.
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Conclusion

The CHPB moves into Fiscal Year 2019 eager to improve the health of Baltimore residents in a highly
reliable, exceptionally efficient, and keenly patient-centered manner. The CHPB’s programs aim to
change the drivers of health in Baltimore City; these drivers historically led to high utilization of
healthcare services and poor health outcomes.

The CHPB will focus on increasing methods of patient identification in Fiscal Year 2019 to ensure
CHPB’s programs reach and maintain patient capacity as well as impact the greatest number of Baltimore
City residents. CHPB will focus on methods of identifying patients earlier to outreach them during time
of most need. Evaluation, scalability, and sustainability are concurrent goals of Fiscal Year 2019. Each
program is developing long-term evaluation metrics that are complemented by short-term metric
development (that will be fed back to PCPs, EDs, and other community partners). Integration of
alternative funding through improved billing practices is being actively researched, particularly for
JHOME and Bridge Team. The CHPB will continue efforts to advance meaningful and appropriate
payment reform in an effort to create incentives for providing complementary social services to meet
needs of patients. The CHPB aims to sustainably reduce hospital utilization under the Global Budget
Revenue and then reinvest savings in CHPB’s most valuable and high-performing programs. Community
engagement through the development of a Community Advisory Board is an essential element of Fiscal
Year 2019 strategy. This is in addition to sustained development of community-based workforce.

The Regional Partnership Learning Collaborative has been an essential component of the CHPB’s growth
and learning. The CHPB looks forward to continued partnership with the HSCRC and the payer
community in support of transformative healthcare delivery strategies that align to the overall objectives
of Maryland’s unique Total Cost of Care Model. The CHPB Steering Committee will critically review
care coordination and integration strategies among Hospital Partners to identify opportunities to leverage
Maryland’s emerging healthcare transformation initiatives.

The CHPB looks forward to ensuring patients receive the right care, at the right time, in the right setting.
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Appendices
Appendix A — Organizational Chart of CHPB Governance

Community Health Partnership Steering
of Baltimore Committee
Governance & Meeting Structure

Lawg upcdated 82418

Operating
Committee

Anahtics

Committes
Cal Monitoring

Intervention Workgroups
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Appendix B — Report Cards
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Launch
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Staff
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Create
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Enroll Patients*

Control Budget

Moderate Health
Costs
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OperotingiFinance Minutes
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Appendix C — Marketing Plan

L] 9,
Cormmen iy
e Parmaay
| ot itirmores
CHPEB Marketing Strategy
2018
Timeline

l. Development 8

mmoo®ER

nep

=

Dates: March to July 2018

Target audience: CHPB Stafff Hospital Partners

Goal: Develop marketing products that are accessible to prospective CHPE patients
Metric: Development of marketing products (target = 20 products produced)
Evaluation: 100% (20/20 products developed and in “final draft” form)

Activities:

I} Listen to ideas for marketing products from target audience (March 2018)

2} Gather content from historical documents, websites, etc. Summarize content and translate to

accessible language (March 2018).
3} Design drafts of each marketing product (March to April 2018)
4} Review of content — completed by most interventions (March to April 2018)
5} Review of design — completed by all interventions (formatting, images) (May 2018)

&) Produce final drafts of each product (e.g. soft launch website. business cards, etc.) (June 2018).
. Soft Launch

Dates: July to August 2018

Target audience: CHPB Stafff Hospital Partners/ Patients (select)/ Referrers
Goal: Streamline cur marketing products (e.g. tweaks to website, gather additional patient
testimonials, conduct survey about accessibility of website/ materials)

Metric:

2) Feedback on edits needed for products

b} Self-reported accessibility of website from target audience

Activities:

I} Introduce products to target audience (e g. email. meetings).

2} Open survey to gather feedback on accessibility of products (e.g., google forms).
3) Revise products (as needed) (e.g.. change font, reduce sentence length).

4) Send products to primters.

. Hard Launch B

mon@ e

Questions or Comments? CHPBaltimore@jhmi.edu

Dates: September 2018 onwards

Target audience: Patients (prospective)/ Referrers/ Public
Goal: Recruit more Patients into CHPE's & interventions.
Metric: % increase in enrollment to each CHPE intervention
Activities:

I} CHPE Staff conduct roadshows to Hospital Partners to advertise interventions to Referrers

2} Place “Staff Directory™ in hospitals.
3) Give Patients “Patient 1D card.”

4) Engage social media. press, newsietters {e.g., MDH SHIP newsletter, press refease, Facebook).

Page 1 of2
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Cuestions or Comments? CHPBaltimore @hmi.edu

. v . . Creerview of
. | CHPBaltmore org Public Electronic CHPB Soft launch
2. | CHPBaltimore(@jhmiedy | Public N/A il Soft launch
questions
3. | populationheaith@ihhccom | Referrers M/A Referrals
- General
Patients {Prosp.) & L
4. | CHPE Telephone # Nikorrers A questions/
referrals
Electronic & | Overview of
5. | CHP& Brochure Referrers Hard copy CHPR
CHPE Executive Report . Electronic & | Data on
8 | Card - T Hard copy | CHPB
CHPE Intervention |-Pagers: . Electronic & | Cwerview of
7. CCT 3 ) Hard copy intervention o
CHPE Intervention |-Fagers: : p Electronic & | Cwerview af
i MM Patmnts ¢ P) Hard copy | intervention wob
(CHPE Intervention |-Pagers: L Electronic & | Cwerview of
% cC YaEngs (Prosp) Hard copy intervention Soet e
CHPE Intervention |-Fagers: . Electronic & | Overview of !
R JHOME 2 ks Hard copy interventicn et
CHPE Intervention |-Pagers: : Electronic & | Overview of
I PP Pt s o) Hard copy | intervention OB Juren
CHPB Intervention |-Pagers: : Blectronic & | Cwerview of
12 Bridge Fatients (Prosp.) Hard copy e e Soft launch
13.| Business Cards - CCT Patients Hard copy | Awareness
I14.| Business Cards - Bridge Patients Hard copy | Awareness
15.| Business Cands - MM Patients Hard copy | Awareness
CHPE Appointment cards . .
l6. (blank cards) Patients Hard copy Motetaking
I7.| CCT Patient |0 Cards Patients & Referrers | Hard copy | Awareness Soft Launch
18.| CCT Staff Directory Patients & Referrers | Doo OMC & | 4 vareness | Soft Launch
Hard copy
19| CHPE Tote Bags Staff Hard copy | Apprecation
20| CHPE Table clothe Public Hard copy | Awareness Development
Page 2 of 2
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Appendix D — Fiscal Year 2019 Strategic Framework

Community Health Partnership for Baltimore
Care Coordination and Data § Reporting Retreat

The Community Health Paronerchip of Baldmaore (CHPE) tharks our participane for your active
engagement in tao productve Reoreas 2 "Enrollment and Care Coordmation™ and 2= “Data and
Reporting” in owr second year of the CHFE. This document outlines 2 deqiled summary and key themes
and actionzbbe fndings of the Retreats.

Diversify sources of patient identification

Expand |mpatent Referral Jtraregy:

Enzble TRIZF Elind Famel process

Leverage Hospital Farener (HF) daily patent discharge informations and
Outreach patients being discharged to/from a Skilled Mursing Faciloy (5MFL

Inteprate workflow from parter to parener.

Improve reporting

Fartner weth CRISP to create new fiters for existing CRISF Reporting Tooks;

Listen oo pagent expersence {eg, measure patient sef-eficacy, mtsfacton, engagement); and
Leverage claims dat.

Workforce development

Develop and implement CHPE arientation for 2l CTHPE saif

Standardize and monitor minimum training reguirements for 2ll CHPE s@if;, and

Create certificate or other recopnition for “Top Perdformers.”

Current Challenge: Patient identification

The CHFE Community Care Team (CCT) and Bridge Team are under-enroBed interventions. The CCT
s 35% enrolled for its totd capacity; the Bridge is 60% enrolled.

Minety percent [P0%) of the OCT's patients are identfied chrough risk predsction; the remaming [0%
are identified through referrals. The risk prediction prooess removes ineligible patients to provide
mproved patient mformaton to the SCT's Community Based Organimtion, Sisters Together and
Reaching. Imc. (STAR) This process relies upon CRISP, HPs, and the Johns Hopkins HealchCare LLC
(JHHZ)} Marzgement Services Crganization (M52) Analytics Team. The process for patient idendficaoon

Fape 1 of 3
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dhrough risk prediction can ke up to four (4] months, Due to data Btency, up o 30% of patients
refuse services and up vo 30% hawe passed upon CHW outreach.

Additionaily, [HOME (Home-Bazed Frimary Care) is under-znralled for johns Hopkins Hospicl. The
arpet enrcliment is 180 padents with a current |HH anroliment of 13 patients. Currenc |-Home patents
rpely comprise of |HEMC patiznts.

Fotential Solution: Diversify sources of patient identification
FHoute and | dent Serategies (1% and 27 guarzer FY2013)

Exprand CRIZP Impotient Refara’ Strategy (TR5). Expand IRS o all HPs . addigon to [HH and [HEMC. The
IR% pilots will be customized to mest nesds of each HF. Finalze training and workfiows relaced 1o
mxpansion of [R5, Frovide contineous quality improvement for che asisdng [R5 pilor ac JHH & |[HEMC.
CHW will bz primary discipline for in-reach for OCT. Additionalty use IRS to identify patients for Bridee
and [HOME

Enahie Biing' Poned process: Fartner with CRISP to enable Bfind Fanel process: CRISF automatically
generates an alert when petiznts mest a set of criteria defined by the THFE (g, whan 2 patiznt with
Medicare FFS who fwes in CHPE zip codes is dmitted to 3 HP for 2 second admassion in the past 12
maonths]. Develop workdlows for how these patients would be owtreached and enrolled in the THFE.
Work with HPs to detsrmine process for identifeing whethear these patiencs are slready =nrolfed in an
eiSting care management program. This could also be used to identify individuals who are frequenc
emergency deparement (ECY users. Organize CCT, Bridee. and [HOME roadshows for Hospial
Fartners.

Dutpatiant stratens Laverage daily discharpe fists from Hespital Partners for CCT owtreach. Understand
the care coordination lndscape to reduce duplication of transition guide wark.

Integrate workfiows from porteer to partaer Thers is opportunity for CHPBs six interventions to refer
patierits oo one ancther’s proprams, The THPE websits iz 2 s@rting pome o =ducate CHPE partnars
about ane anadher’s praogram before CHFE develops farmal partner-to-partner referral workflows.

Post-fcwts Stravepies (37 and 4 guarter FE2015)

Targst potients beng diochorged tolfrom ShFs Create 2 post-acwte stratepy to @rpet patients being
discharged toffrom 3MFs. Strategy seeks to reduce readmissions. ED visits, improve care transitions
from hospital co 5MF to home, and increase referrals oo CHPB. Leverage Lifebridge™s sxpertise 25
wample for how this program could look; adapt oo determine i currene CHPE resowrces oould be

deployed accordingly.

Current Challenge: Reporting

Currently, our ability ¢o report on patient utilizztion and cutcomes is limited to data awailable in
Chesapeake Regional Informaton System for owr Fatents (CRISF) or through mtervention-specific
dashboards; this do=s not inclede utilimtion or cost-relwted measures. The CRISF provides high-lewe|
darta reparting on Tip code arez or aggregace panel informaticn on pre/post cost and welimaton trends
this data does not provide detziled data necessary to undersiand the impact of CHFE programs.

Pape 2 of 3
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Potential Solution: Improve reporting

Portmer with CRISP ta create new [iters for eosting CRISP Reportieg Tooks st and 2od querter FYT9)L There
are Many opporisnides o leverape existng reporting features of CRISF. This includes adding CHFE-
specific filoers to existing CRISF reporting meckanisms, intluding Medicare Claim and Clim Line Feed
[CCLF) reports.

Listen to fatient expeniences (T ond 2nd quorter Y2 Seek patent feedback on kow to better meer their
nieads by halding focus proups or conducting surveys to understand patient satisfaction with services
affered by CHPE. Leverage Patiznt Engagement Frogram [FEF} datz strategies oo inchude patient seif.
effscacy measurement for patients who recerved services by a provider whao received PEF trining.

Leverage Daims Dot (fiture spportumiyls Leverage Center for Medicare and Medicaid Services (CHS)
chims datasets from |[HH/HEMC, to the =otent faasible, for reporting on Beturn o nveserment,
urlization, and cost-refated outcomes.

Current Challenge: Workforce development

Recrustment of community-based providers and saff is critical to meetng our patients where they ars;
yer recruitment and recenton of staff with this backgrownd is 2 chall=nge in the contest of a comiplex
health system and 2 competitive market There iz 2 need to equip 28 of our s with 2 minimum,
general undersandmg of THFE, continue their professional development, 25 well 35 to0 express
appreciztion for staff who've demonstrated skill in navigating complenx health sysvems, in the commaunity,
o mest patient needs.

Fotential Solution: Worldforce development {15t and Ind quarter FYI017)

[i=veinh ord inahfement CHFE orentation for of CHPE stoffs Develop and implemeant 2 CHFE orientetion for
CHFE staff. The poal of orientztion would be o =ouip staff with 2 program overview Crrisntatgon = 2
one — two hour overview of program and it history.

Stondardire aod mondor ireiming requirements [or ol CHPE staff [dentify traimings to be part of 2 CHPB
core curricwlum, zs well 2z supplemental trainings (=g Patient Engaoement Frogram, Mental Health Firsc
A, Opioid COverdose Response {i.e, Maloxone Traming). Teach-Back, 2= mamples). Ercourape CHFE
staff o idengfy training courses. Develop mult-cisciplinary, intervengon-specific anboarding. Apply FEF
principles across 2l interventicns.

Cregte petificote or other recogeition for “Top Performers™: Develop 2 CHPE  High-Performing Professional
carofickte based on =xemplry performance measured by selected Key Performance Indicators, cars
planning goals. number of patients enrclled, andfor swcoessful outreach strategies. Share &ps from High
Ferformers with entire CHPB; interview top performers for their dps and share through emadl o rest of
CHFE.

Page 3 of 3

Page 47 of 58



Cammunty Community Health Partnership of Baltimore
o of patmore HSCRC Transformation Grant - FY 18 Final Report

Appendix E — Pre-Post Reports for CCT

Note: The hospital details in this report reflect all hospitals where CHPB patients incurred
costs/utilization.

Pre/Post Analysis - Summary
The analysis is based on admissions before and after the enrollment date.

mmﬂsmm‘mm m:“"m‘ Total Number of Members on Panel that could contribute to analysis
ok Cacaliion + Montn | amostne | & Monihe: 12 Monthe
wotsscntrapr et g T N
- Qon that aouta oontrbuts to analyic
Percent of Members on the Panel with 1 or more Visits Rate of Visits per 10 Members
reeres IR PEETE,  EATT. ADMIRTL. s s R T RS SO
1 montn 13 = BES seam aEn 1 montn 241 Te 128 113 e
2 Montne 12 e san EEN 1 1 mantne s P E s 3
& ontne & = % sso% % & mantne = s =2 sz 240
12 Montne 2 = ss0% 0w =% 12 Monthe, B 35 2108 1a1s =ma
Average Charge per Member Average Charpe per Visit
T e oo NI IO I, e e T e T A e e R et
1 Mantn na 105,258 w130z 11870 EEH [IEEY 1 Mantn £ 3 1105985 sTinam fre 887 e
2 Montne = zasam 1300128 s133m 315388 a8 2 Mantne sts s sziseTH s FSE 505 w13
 Montns 8 saa3m580 BEEEE 3352 s2822 fssam & Mondhe 2 =3 samssr g2 FTEn 53207 @132
12 Monthe E 7 RS LR EREEES L 12 Montne s e Tmse Tmae =28 T e

Casemix Dats - MDH and HSCRC, 2018, Tableau dashboarnds developed by CRISP.
Through: - Data source:
- Panel information provided to:
0673112018 Hscncammmesanmmemmmsmmmmmsmma[mmmmm
- I patients dentfed usg CRISPED
ENS Fanels - CRISP suppressed oels wih counts o 10 and undes
Last Updated: ing on the number of months selected. same participants might not be inchuded in the analysis if they do not have data for the entire period before and fter the analysis
 Moriie of Anslyaes  not basid o calendar ey oe 40 daya bus calsulatel by gefing thesarme date, morthe i dvance. eg. | Month befocs Feb 208 = Jan 25 and 1 Month before &ne. 15t s May 158 and 50 on.

071212018 - Data for post enroiment (after) also nciudes the data for the day of enrciment in addition to Manths of Analysis data.

Page 48 of 58



Cammunty Community Health Partnership of Baltimore

of atimae HSCRC Transformation Grant - FY 18 Final Report

Pre/Post Analysis Analysis of 3 Months of Visits Before and After the Enroliment Date Totsl """"":::-"“*'5 " he
The analysis is based on admissions before and after the enroliment the number of mhmdumnmnhm sorting order for other hospitals. Depending on the

of months selectad, some particpants might not bemmdnmeanﬂyss # they do not have data for the entire period before and after the analys:s. Number of Members with data for the analys's shows, 184
the number of members that are included in the report for a given selection.

Number of Members with Data for
All Hospitals Analysis
- I =~ I -+ I 132
o I + =02 R -+ I 10

Number of Members with Visits
0 $1.000,000 $2.000.000 100 200 300 400 500 20 40 60 80 100 120 during Analysis Period
Total Charges Number of Visits Number of Members

Hospital Details 1 22

sshopins oo | >+ I I 2 | | oo o Are Enotmer
wer | 557310 I T el
Johas Hopins Bayew cece [N 255252 I I -
Acute Care
00 L= T L
ae [ S0 e
My i Conter Beoe [JIIS154200 I — E
Time Period
arer [ 0000 — o I Ten
MedStar Union Memorial Befors 143,322 <] I !
[ B | ] Visit Type
ater [N S21543 . I A
Medstar Good seore [N s2%278 . I sorting Option
After - 500,808 - 20 ‘ <11 Tota Visits - Afer Enroiiment
MedStar Franklin Square Beiore  [JJJj 5141550 | Bl ] Hospital Name
ater [l s101.700 — B3 <11 “
University of Maryland  Before ]| $40.574 | Ed |<1t Program Name
After I s181.582  Ed <11 CHPB CCT FY17-18 Panel (210002)
Soatiosptal Bk o — Chrric Condions
After TV l<11 Al Patients
$500,000 $1,000,000 50 100 150 200 10 2 k| «©
Total Charges Number of Vists Number of Members A
Casemix Data -DDHMFISCRC.NIG.TMMWMCRIS& .
information provided 1o CRISP by ENS
05312018 mmmamdsmmmwmawmmms "
e (éh:nmm()padu
ENS Panels -mlswwesummonomm Oox
on the number mwmmmmmmnmnmmmmmunmm the analysis
- Months of Analysis s not based on calendar days or 30 days but calculated by getting the same date, months in advance. q1mmmm.smzw:m|mmm

0712172018 l5|h slb/ﬂmmdsom
post enroliment (after) aiso includes the data for the day of enrollment in addition to Months of Analysis data.

Pre/Post Analysis Analysis of 3 Months of Visits Before and After the Enroliment Date Total “""'"“:‘ :e"“’*"s"""e
an
The analysis is based on admissions before and after the enroliment date. Please select the number of months, the types of vist 1o include in the analysis and sorting order for other hospitals. Depending on
membar f mcri st o i mght e be chade i the by, he d et ave G o e G peviod beore nd s 0 s, P of Maars il ts o s s, 184
the number of members that are incuded in the report for a given seiection.
Number of Members with Data for
Visits Trend Analysis
Number of Days from Enroiment Date. 132

Number of Members with Visits
during Analysis Period

122

Most Recent Paysr
A

] 2 2 s 2 3 3 3 3 2 £ 3 - e 2 ] s 2 H 13 ] % TmePeriod
3 Months
Charges Trend Visit Type
Numer of Dayz fom Enraiment Date ~

Hospital Name
~

Program Name
CHPB CCT FY17-18 Panel (210009)

Number of Days Interval
°
Chronic Conditions
3 e ] H ] 3 3 s 3 3 2 : - e 2 H s H s 2 H ]
= - As Paterss
Casemix Data - MDH and HSCRC, 2016. Tableau dashboards developed by CRISP. L
Through: Dnz
WWBWISPWBJS NA
05312018 wmuwumawwwmwmxwmmm
individual patients identified using CRISP EID
ENS Panels -mwwxwmdxowm Chronic Condition Operator
Last Updated: - Depending on the number of months selected, some participants might not be included in the analysis if they do not have data for the entire period before and after the analysis ® ano
- Months of Analysis is not based on calendar days or 30 days but calculated by getting the same date, months in advance. eg. 1 Month before Feb 28th is Jan 28th and 1 Month before June Qor

15th s May 15th and so on.

OT2VZ0TE s for post envoliment (after) aiso includes the data for the day of enollment in addition to Menths of Analysis data.
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Pre/Post Analysis Analysis of 3 Months of Visits Before and After the Enroliment Date et et i
m-uys-ssbnam issions before and after the *mwnwumnmdmnmnemmmmmunhm Depending on the number of A
MﬂmmuMnumammmmmhnmwm after the analysis. Number of mmmuummumd S
Relative Trend T::am

Number of Months trom Enmoliment
180"

- 170.00 ‘:“W
Program Nams

W cres coT v 18 Panel 2

Hoepital Name

]

Program

Name
CHPB CCT FY17-18 Panel (210003)

Chronic Conditions
Al Patients

NA

%500 Chrionic Condition Operator

wus E 2 E] ° 1 2 3

CasemixData - MDH and HSCRC, 2018. Tableau dashboards developed by CRISP.

- Data source:
- Panel information provided to CRISP by ENS

057312018 . HSCRC data includes all inpatient discharges and outpat ital visits acute care hospitals
- Individual patients identified using

BQSPM - CRISP suppressed celis with counts of 10 and under

- Depending on the number of months selected. some participants might not be ncluded in the analysis ff they do not have data for the entire period before and after the analysis
- Months of Analysis & not based on calendar days or 30 days but cakulated by getting the same date, months in advance. eg. 1 Month before Feb 26th is Jan 28th and 1 Month before June 15th is May
15th and so on.

- Data for post enroliment (after) also ncludes the data for the day of enroliment in addition to Months of Analysis data.

0772172018
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Pre/Post Analysis Analysis of 3 Months of Visits Before and After the Enrollment Date
The analysis is based on admissions before and the enroliment date. Please select the number of months,

selected, some mmmu-ﬁnwnhmqummmhumm
members that are included in the report for a given selection.

Community Health Partnership of Baltimore
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Most Recent Paysr

hmd?ﬂbmnhmmmmﬂe other hospitals. Depending on the numberof A

after the analysis. Number of Members with data for the analysis shows, the number of

Visit Type
Breakdown of Charges Sheet Hoepital Name
Before or Ater Enroiment ~
Benre Aner
Charges Anectnecia [] 514175 | ERE Time Period
Charges cATscan [l 320154 B s2e s 3 Months
Charges Coronarycars [ 357554 W
Caaroes oreoe I #1733 I s
Charges ££0 312533 J3155 CHPB CCT FY17-18 Panel (210003)
Charges Exo [J] 320216 | L
Chargee EmergencyRoce [ 52 1 5 234568 Chronic Conditions
Charges FreectandingCainio 0 |30 Al Patients
charges mc [ 525443 B 3257
charges intencive [N 357 538 I 5127121 -
Charges LaborDelivery  $0 |30
Gharges Laborstory s208 s
cnarges wri 315381 3737 -
Crarges Mesioisuries: | <7 S ¢ 45°
Wsresn Chronic Condition Operator.
|50 @® ano
W s2s Oor
|30
I 3120115
N 40410
] 520400
I 529705
52483
Js238s
| LR
I e 522
s
|30
|s2sss
I 32740
300K 00K o0k soox 700K o 100K 200K 300¢ 00K soox sooK o0k
Casemix Data vm“m 2018. Tableau dashboards developed by CRISP.
: ‘source:
- - Panel information provided to CRISP by ENS.
0573172018 - HSCRC data includes all i mmmmmxwmmm
ENS Panels - Wo&-ﬁmuwmm
Last Updated: - Depending on the number of selected. some mmmmm«nmﬂmwmmwhummm after the analysis
;m;&msmueammmuwwmwwm date, months in advance. eg. 1 Month before Feb 26th is Jan 28th and 1 Month before June 15th is May
0772172018

- Data for post enroliment (after) also ncludes the data for the day of enroliment in addition to Months of Analysis data.
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Appendix F — Pre-Post Reports for Bridge

Note: The hospital details in this report reflect all hospitals where CHPB patients incurred

costs/utilization.

Pre/Post Analysis - Summary

The araiysis |s based on admissions pefore and after fhe anrciiment date.

Program Nams:

e pry o coneyiom Total Number of Members on Pansl that could confribuis o anatysia
Ehisnis Gandiien 1 Mosih 1 Mo B Wit 12 Mot
wa O
Wusd Recunt Faym el T
=1 i it AND Brmbser o Palbasts in i i it "
o Com [ contdbuin i arslysia
Pereant of Membara on the Pansl with 1 or more Visits Rats of Viskts par 10 Mambers
Tkl Rigabs of Tl Bisber of Fotal Mernbat of Tolal Russbar of
‘Changs i Murcbar sl T ot Murrisnr =l Tolsl Nussbar of  Rake of Visls par 10 Fate ol Visia er 10

Firnw Pariod r—w:au- h—:-m- _n-l:nul- P_;:.Iu‘.-w-- ‘adiusis Timu Pariod Vsl - Pen Vnts - Pasl P ks . Pl Winkts Rt chargs

1 Mot = L] p=t am - 1 isanth = L] wy 83 “a
ot wri Lal ELE - -

(= =1 Bl & Menthn = -

2 M L at 12 st = L]

Average Charge par Membar Awarage Charge per Visit
Tetat P bur ot Chargas

Ties: Tofalchargan - Aweguihame  Awwiege Chargs Tt Chisges e Tims  TolMurdsr  Fobd Member  Tols! charges - Tolal charges - Avesge Charge Svtags Chargs

Pariod -"-::;-: ol ihiiges - s po palient - Prn perpalist- Poel Pelieels changs Pored  of ViaEs- P ol Visds - Posl P [ [ S i "'“'.
1 Monty s 3t L = 115 Ban R TG 1 Mosth E-] i s s =Ry A =0 [
2 Mostha 1 s nmpm 3 Wt a - niss Tums s m =
(= a1 s - & Woritin = - sTzes L= A L= s
12 ot - sz e I Mt = n wm b s sEEr =

Pre/Post Analysis

Analysis of 1 Month of Visits Before and After the Enroliment Date

The analysis is based on admissions before and after the enrcliment date. Please select the number of months, the types of visit fo include in the analysis and soring order fior other hospitals. Depending on the
number of months selected, some participants might not be included in the analysis, if they do not have data for the entire period before and after the analysis. Number of Members with data for the analysis shows,

the number of members that are included in the report for a given selection

All Hospitals

serere I - "> I -
—

5 10 15

e RN =53¢

0 $50.000 $100,000 $150,000 35200.000
Total Charges

Hospital Details

Johns Hopkins Bayview Before

I 1 <

20 25 an 5 10 15
Number of Visits

=11
— wer | 5 <> |
somtopkne s | > [
After I 511382 <11 =11
MedStar Good Samarita.. After | 5504 <11 <11
Sinai Hospital Befare -512.996 |:11 <11
Afer [ 52087 |<11 <11
Mercy Medical Center Before ISZZIIZI |€T1 =11
Morthwest Hospital Before | 5782 |<11 =11
UM Baltimore Washingt. Before |s701 <11 <11
'S0 $20,000 $40,000 $60.000 380,000 2 4 B8 B 10 12 14 18
Total Charges Number of Visits

Humber of Members
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i Ansiyei of 1 Manth of Wists Bators ana Afer the Enmimant Dnts
Pre/Post Analysis G o
The anaiyais i3 based the number of months, e types of visit i ncude in the analysis and sorting order for ofher hospitals. Depending on the purberor &
months selecied, some | m‘miﬂbﬂhﬂlﬁhhm :mmmmuhmmmmmﬂhmx Mumber of Members wilty dats for T anaiysls shows., the rumber of
miEBers that A inciute I the repor for & given seiection. Tirne Pt
9 e
Trurud Midrie:
Relatres Trend i
L T e
: mom Vs Tiygee
» [ ol
o T 21
% 5] e Toomrs C2O206E)
™
. by Frogram ame
P Badps T (YOECEN
14 Chronis Conaifions
&
13
"
o WA
Cnwionin Candiion Operator
- %) mnD
Crom

Comemix Dols - upd and HECHC, 2005, Tableau dashboards devsioped by CRIZE.
TOWGR: - Coin source
- Fane! Information provided o GRISS by ENG
DSMZME - 4ecRC dam incuces of inpatiant discramges and oulpatent hosofal visis 3t Maryand acute o hospits
- iUl ptients (denited uzing CRESP EDY
ENE Paneis RIS SUPRressed cods Wi COURSS of 10 and under
- Depending on I rumibar of monts Seecied, some partipants might not be Incliced in S snalsi I ey 00 ot fave St for e eniie period before and afer e snaiysis
- Months. of Ansiyss 15 nos basad on calendar days or 30 23y Dot CHECUIRST by Jfing e Same date, MORERS In SOVance. =g 1 Month Betons Fen 22N 1= Jan 28I 2nd 1 Month befors Juns 15N 12 May
15k and soon.

BEDADNIS  Data tor post envod ment (atr) 350 inciudes e data for e oy of Enaimen in addtien 1o Manths of A data.
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Pre/Post Analysis

Anaycic of 4 Month of Visls Setors and Afer the Enrobment Dute

rembers that are incluged 0 the repord for a given seiedtion.

Breakdown of Charges Sheet
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The bazedon date. Pleaase seiect the number of monthis, e types of visi 30 nclude n the analysis anad sorting order for ofer hospitais.
rronths selaced, some paritipants might not be inciuded In the: analysis, ¥ they do not haree data for the endre perod befone and ater the analysls.

Biaforn o Abar Enesiceni

Charges dnesthusia | 5109
Chamges CATBcin [ 51,445
Chirges CorsnaryCa | 32

Chaiges i |32

o WM 2w MM e SN ek Mk B @ oK N

Cacemit; Dats - MOH and HECHC, 2095, Tabieau dashboands devesoped by CRIER.
Through: - A soume:
- Pans! information provided to CRISF oy ENS

E3
e r

b=

[
fnanm
e

=pn

.Ilgiillllllliléllll

L)
| Lo
|=

|=
]sl.

CUE - -

DS0058 - HECAC datn Inciudes o1 npatisnt discranges and outpatient hospdal visis at Margand acute cars hosoitais

- Incwcical patienes idenittted using CRISP ED
EME Panele - PSR suppnessed cefs wih counts of 10 and under
Lact Lipdate: - Depending on e number of monis

biuat fast Faye
on the rumperof 4

‘Humber of Members wilh data for e anaiysis shows, the rumber o

wiali

s Tie
[respeey—
=

Tirne Fasticd
(="

Progien keme
CHIS Bidpm Twars [21000H)

Ll ]

Eivnnk: Consiion Opesior
3 Ans
Oom

MoK Bk BOx Mo

seiecied, some paricipants might nof be included in the anaiysis F ey 0o not fawe data for the entine period befor: and afler the anaiyss

k - Months: of Anaiysis ks notbased on calendar days o 30 days Dut caicuiafied by geling the same dale, months In acvance. eg. 1 Month before: Fet 288 |s Jan 28th and 1 Monith before June 158 s May
paoanoss (Shandsoon
- Data for post enrodment jafter; a0 ndudes the data r the iy of enriment i addtion i Months of Anaiysis data.

Pre/Post Analysis - Summary
The analysts is based on admissions before and sfter the enrclment date.

Publisher Notes

- MDH and HSCRC. 2018. Tableau dashboards developed by CRISP.

- Data source:
0 HECRC Inpatient Case Mix Data with CRISP EID. Data updated until  March 31, 2018 Aprd 20, 2018
o Panel information provided to CRISP by EMNS

WMWMWWWMIWMWW

CRISF suppressed celis with counts of 10 and under

:Mmmmdmm.mmdparusn@lmh%hhmwmwmmmummmmmm#em

Months of Analysis s not based on calendar days or 30 days but calculated by getting

the same date, menths in advance: eg. 1 Month before Feb 26th s Jan 28th and 1 Month before June 15th is May 15th and soon.
Data for pest enrolment {afier] also inchedes the data for the day of enroliment i addition 1o Months of Anafysis data
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Appendix G — Pre-Post Reports for JHOME

Note: The hospital details in this report reflect all hospitals where CHPB patients incurred

costs/utilization.

Pre/Post Analysis - Summary

Community Health Partnership of Baltimore

HSCRC Transformation Grant - FY 18 Final Report

The analysis is based on before and after the date.
Namg Chronic Condifions a ;
CHPB JHOME (110025} L P Total Number of Members on Panel that could contribute to analysis
Chronic Condition 1 Maonth 1 Worthe & Months 12 Months,
WA tor
l:"nel acabae o l:lallwa AND Total Mumbar of Patienis in Panat e yir B Pt
- Cor it sould senizbute to analysla
Percent of Members on the Panel with 1 or more Visits Rate of Visits per 10 Members
Total Number of Total Number of Total Kumber of Total Number of
Change In Number of Tota Number of Total Number of Rate of Visite per 10 Rate of Visitc per 18
Time Period  Patientc ﬁl visit - FMB'I::I\‘I!R- PMP::HM- Piﬂud:uml viest - Patisnic Time Period VisHE - Pre. Wist - Pogt natients - Pra tents - Post Vicits Fate change
1 Monin 13 40 52.6% 10E6% 340% 1 Wonth 154 58 75 a7 e
3 Mondhe 1= 85 TO.1% 455% Z45% 3 Monthe 34z 186 184 a9 &5
8 Monthe 125 1 B0.0% E3% -218% 8 Monthe 51z 85 328 183 -145
12 Monthe 105 = 30.6% TE2% -154% 12 Monthe (- s 585 324 ~2%62
Average Charge per Member Average Charge per Visit
Total Mumber of ‘Totad Charges.
Time Todal oharges - Average Charge Average Charge  Total Charges per Time Totsl Number  Total Number Tduml‘- Total oharges - Average Charge Average Charge
Pucud; oot it akle e yuel chasge v Fost por patient - Fre  pac patient -Post  Patents ahangs Ferlod  of VigHt - Pra  of Vislts - Poct Past pervisl-Pre perviglt-post  PIVER
pre or post shangs.
1 Month 122 §1.126,321 $287,553 3,973 7,189 132784} 1 Month 154 = §1,125,341 $287,553 BEET2 $4558 1.944)
 Montng 43 32.353,110 5843304 17,563 sa321 152041} 3 Wanine 345 125 $2353,110 $843304 a2 5453 82267
& Montns 133 53,327 485 1,445,853 §25,520 15,858 #0720 & Manihs 512 5 $3.327,485 1445853 #5433 505 (51,2401
12 Montns 10 53594 033 ERE 533,814 524551 19252 12 Months 585 73 §359£833 §2.189,295 $5248 .2 $47E

CasenuxData - MDH and HSCHC. 2018 Tableau dashboards developed by CRISP.

Pa’ldmiixrrmmpmmdedmcﬁiSF'byENS
- HSCRC data mchedes all inpatient dischanges and outpatient hospital visits at Mandand acute care hospitals
- Individual patients identfied using CRISP EID
EMS Panels cefs with counts of 10 and under
Last Updated: Depuuingoﬂ the number of months selected, some participants might not be nciuded in the analysis if they do not have data for the entire period befiore and after the anafysis
Months of Analysis s not based on calendar days or 30 days but cakulated by gettng the same date, months in advance. &g. 1 Month before Feb 28th is Jan 28th and 1 Month before June 15t is May 15th and so on.

05312018

oFizi2me

Dataﬁ:fpust enroliment (after) also ncfudes the data for the day of enroiment in addition to Months of Anafysis data.
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Pre/Post Analysis Analysis of 6 Months of Visits Befors and After the Enrollment Date Tetal Nmp:’:"'““ in the
The analysis 5 based on i before and after the date. Please sefect the number of months, ﬂ'etypesufusitbmdudemmeantﬁsandmvgudaﬁumherhnspﬁs Depending on the
fumber of months selected, some pariicipants might not be inchuded in the analysss, i they do not have data for the entire period before and after the analyss. Number of Members with data for the analysis shows, 255

the numiber of members that are included in the report for a given selection.
Humber of Members with Data fer

All Hospitals Analysis
cerr I - - I - I 156
e N 51 #4552 & [ T
Humber of Members with Visits
50 51,000,000 52,000,000 53,000,000 $4.000,000 10 20 W00 400 500 20 40 B0 B0 100 120 140 during Analysis Pesiod
Tota Charges Murnber of Visits Number of Members.

Hospital Details 1 33

e o — . — | Beor o Afr Eortivent
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srer N 5447 e
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CasemixData - MDH and HSCRC, 2016. Tablesu dashboards developed by CRISP.
Through: - Data source: NiA
-Panal informaton provided to CRISP by ENS
DEE12018 - HSCRC data inciudes & inpatient discharges and outpatient hospital visits at Maryland acuts care hospitals -
~ Ingwidual pauansinenn'ﬁeq Lsing CRISP EID g"f,‘"f Concitian Operator
ENS Pangls - CRISP suppressed calls with counts of 10 and under Oosi
Last Updated: -Depeﬂdingmlsemmdmmsseleded.m ipants might not be included in the analysis if they do not have data for the entire period before and after the analysis
- Months of Anafysis is not based on calendar days or 30 days but calculated by getting the same date, months n advance. eg. 1 Month before Feb 28th is Jan 28th and 1 Month before June

o7ztzote 15t i May 156 and so on.
- Data for post enoliment (afier) aso includes the data for the dzy of envaliment in addtion to Months of Analysis data.

Pre/Post Analysis Analysis of & Months of Visits Before and After the Enroliment Date Tatal “'“"WP:‘ "‘IE""*"‘ in the
inel

The analysis s based on before and after the date. Please sefect the number of months, metypsofusnmnduﬂenmanﬂwsammuﬂamrmm;pﬂs Depending

number of months selected, some participants might not be ncuded n the analyss, 4 they do net have data for the entire period bafors and aftar the analysis. Number mmmumemaﬁsm 255

the numiter of members that are included in the report for a given selsction.
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Casemix Data - MDH and HSCRC, 2013. Tableau dashboards developed by CRISP. A
Through: - Diata source:
Pandmmmdmm\sph’ENS LTS
05312018 -HSCRC data includes 3 inpatient d ient hospital visits at hospitals
- Incividual patients idenfied using CRISP EID
ENS Panels - CRISP suppressed cells with counts of 10 and under Chronic Condition Operator
Last Updated: - Depending on the number of months selected, some participants might not be included in the analysis if they do not have data for the entire period before and after the analysis [OF:]

Mmﬂsdmdyﬂssmtbasedmmdqsamdqshlmﬂedwmﬂemdah months in advance. eg. 1 Month before Feb 28th is Jan 28th and 1 Month before June Do
15th & May 15th and so
- Diata for pastalumneﬂl[m}dsu includes the data for the day of enroliment in addition to Months of Analysis data.
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i Analysis of & Months of Visits Before and After the Enroliment Date
Pre/Post Analysis R
TIEaH)susEhaeueﬂ before and after the date. Please select the number of months, the types of wist to include in the anafysis and sortng order for other hospitals. Dqﬂldngmmerllm!nf ~
months selected, some participants might not be included in the analysis, if they do not have data for the entire period before and after the analysis. Number of Members with data for the analysis shows., the member of
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CasemixData - MDH and HSCRC, 2016 Tableau dashboards developed by CRISP.

Through:  _ Data source:
- Panel information provided to CRISP by ENS
057312016 _HSCRC d cludes all inpatient and fent hospital visits at Maryland acute care hospitas
- Individual patients identified using Cl
ENS P = with counts of 10 and under .
LLast Updated: - Depending on the number of months selected. some participants might not be ncheded in the analysis i they do not have data for the entire period before and after the anafysis
- Months of Analysis & not based on calendar days or 30 days but caleulated by getting the same date, months in advance. eg. 1 Month before Feb 26th is Jan 28th and 1 Month before June 15t is May
15th and so on_
OF212018

- Data for post enroliment {after) also ncfudes the data for the day of enroiment in addition to Months of Anafysis data.

i Analysis of & Months of Visits Before and After the Enrollment Diate
Pre/Post Analysis s i e v
Thaa\ahsnsisbased on admissions before and after the enrolment date. Please select the number of months, the types of visit to include in the analysis and sorting order for other hospitals. Depending ml\erllri:u'cﬁ -
months selected, some participants might not be included in the analysis, if they o not have data for the entire period before and after fhe analysis. Numiber of Members with data for the analysis shows. the mumber of
memibers that are included in the report for a given selection. Viglt Type
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Casemix Data —MDHandHSCﬂC 2016. Tableau dashboards developsd by CRISP.

Through: - Data source:
- Panel information provided to CRISP by ENS
053172018 - HSCRC data inchudes all inpatient discharges and cutpatient hospital visits at Maryland acute care hospitais
- Individual patients i i ing CRISP EID

using
EMS Panels - CRISP suppressed celis with counts of 10 and under
Last Updated: - Depending on the number of months selected. some participants might not be incuded in the analysis i they do not have data for the entire period before and after the anaysis

- Months of Analysis is not based on calendar days or 30 days but calculated by getting the same date, months n advance. eg. 1 Month before Feb 26th is Jan 28t and 1 Month before June 15th is May
o7zt 15t and soon.

- Data for post enroment (after} als inciudes the data for the day of enroiment in addition to Months of Anafysis data.
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Appendix H — Pre-Post Reports for Convalescent Care

PrefPost Analysis - Summary
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